New Life 360 Wellness Studio
Massage Intake Form

Name:________________________________  DOB: __________  	Date____________________
Address:_______________________________________________________________________
Phone Number: _______________________ Email:___________________________________
1. Condition to focus on: ____________________________________________________
How does this condition affect you?_____________________________________________
2. Secondary Condition: _____________________________________________________
How does this condition affect you?_____________________________________________
Any sensitivities to smells or creams?______________________________________________
What type of pressure do you want? _____________________________________________
Any areas to avoid?___________________________________________________________
Are you pregnant? Yes / No
Please note you will be covered except for the area being massaged. If you are having a Shiatsu or Tuina massage there will be no cream or oils used and you can wear comfortable clothes during the session. 

Sign: __________________________________________
